investigate the validity of self-reports of drinking: (a) in-field breath tests have been used on a probe-day basis to validate selfreported current drinking behavior (6, 7); (b) liver function tests have been used to validate self-reports of recent heavy drinking episodes (8-11)5; and (c) alcoholics' self-reports of their drinking and related behaviors have been compared with reports from collateral informants (12-15). The results of these studies suggest that alcoholics, when interviewed in a treatment context, usually provide relatively accurate self-reports of their drinking behavior. Moreover, discrepancies between collaterals' and patients' reports generally result from the subjects' describing their drinking in more negative terms than their respective informants. Finally, recent research (4) has shown that the validity of alcoholics' self-reports of drinking history and demographic data varies with population type.
In evaluating treatment outcome, recent national studies (16-18) have used a 30-day pretreatment interval as the basis for determining treatment effectiveness. Besides failing to establish the reliability and validity of their interview instrttments, these studies have also failed to evaluate empirically the adequacy of a "30-day window" as a pretreatment baseline (i.e., whether it is representative of extended pretreatment functioning). The 30 days prior to treatment could be a time when certain events (e.g., incarceration, loss of job, alcohol-related physical consequences) occur which motivate alcoholics to seek treatment. If so, the use of a 30-day pretreatment interval could result in positively biased treatment outcome results. Such a bias would result from regression effects (19) in the patients' drinking during the 30 days preceding treatment. Their drinking during these 30 days would not reflect their typical pretreatment drinking, but rather a period of intense crisis. If this were the case, even a return to typical levels of pretreatment drinking might be erroneously interpreted as resulting from the beneficial effects of treatment when compared with the 30-day baseline of highly impaired functioning. Conversely, it might be argued that some people enter treatment only after experiencing diff, culty in trying to reduce or stop their drinking. In such cases, drinking behavior immediately preceding treatment might negatively bias outcome conclusions, since the patients' drinking during the 30-day pretreatment period The background and demographic data clearly reflected differences between the two groups. Over-all, the inpatients had more severe alcohol problems and were less stable than the outpatients. The inpatients were older (mean, 43.7 vs 38.7 years), reported longer histories of drinking problems (18.5 vs 7.6 years), reported more severe alcohol-related impairment (hallucinations by 8 vs 4, delirium tremens by 6 vs 4 and seizures by i in each group), had more alcohol-related arrests (11.4 vs 4.1) and more alcohol-related hospitalizations (2.8 vs 1.2). Both groups had about 10 years of formal education, but their marital status (15 vs 8 were divorced) and employment status (24 vs 5 were unemployed) reflected obvious differences in stability between the inpatient and outpatient groups.
Procedure
All subiects were interviewed individually at the facility where they were receiving treatment. A standardized questionnaire, which was read to each subject, included questions about demographic charac-teristics, drinking history and daily drinking disposition during the 360-day period preceding admission to treatment. Reports of daily drinking were coded into six mutually exclusive categories•days of abstinence, days of limited alcohol intake (no more than 3 oz of absolute alcohol), days of heavy alcohol intake (more than 3 oz of absolute alcohol), days incarcerated for alcohol-related reasons (e.g., public drunkenness, drunken 'driving), days hospitalized for alcohol-related reasons and days spent in residential alcoholism treatment facilities.
The interviews used a specifically developed time-line follow-back interview technique, described at length in previous publications (11, 20) , to measure daily drinking behavior. This technique has been demonstrated to have high test-retest reliability in studies (20) 6 of both outpatient and inpatient alcoholics.
The answers subjects gave in interviews were validated by comparing their reports to official records documenting hospital, jail and residential treatment stays. Requests for release of information, signed by the subjects, were sent to the local state psychiatric hospital (this was the primary local facility which provided inpatient alcohol detoxication), the local general medical hospital and the local county sheriff and police departments. These agencies' records were checked for all subjects, irrespective of whether subjects reported any contact with the agency. Signed requests for release of information were also sent to all agencies that subjects reported having had contact with during the year preceding their entry into treatment. Each release requested the records for all admissions (incarcerations) and discharges that had occurred during the pretreatment year.
The adequacy of a 30-day window as a pretreatment criterion interval was examined by comparing the subjects' self-reported drinking dispositions across the following pretreatment intervals: 0-30, 31-90, 91-180 and 181-360 days.
RESULTS

Validity o[ Self-Reports
Pearson product-moment correlation coefficients were computed between official record data and subjects' self-reports of number of alcohol-related arrests, hospitalizations and stays in residential treatment programs over cumulative pretreatment intervals of 30, 90, 180 and 360 days ( Table 1 ). The correlations generally indicated a high degree of correspondence between subjects' self-reports and official records. When discrepancies occurred between inpatients' self-reports and official records they almost always resulted from the subjects' reporting more arrests and hospitalizations than were listed on the records. An exception involved residential treatment stays, on which subjects showed no consistent bias to report more or less admissions than shown on official records. In contrast, all discrepancies between outpatients' self-reports and official records resulted from the subjects' reporting fewer events than were listed on the records. Figure 2 , this difference derived almost totally from inpatients, although no significant interaction effect was obtained. It seems likely that an interaction effect would have been found had we analyzed the data using planned comparisons. However, the use of planned comparisons would not be iustifiable since we did not postulate directional a-priori hypotheses.
Discussion
The present results are consistent with earlier findings (1-5) that most problem drinkers' verifiable self-reports are highly valid. Although the validity of self-reports was relatively high in both populations, some discrepancies did occur. An important finding in this study was that when self-reports and record data were discrepant, inpatients tended to overreport alcohol-related arrests and hospitalizations while outpatients more frequently underreported these events. The source and stability of these differences deserve further study. These data, coupled with similar findings reported by Sobell and Sobell (4), suggest a need to develop differential assessment approaches for different populations of problem drinkers.
The present results also seriously challenge the assumption that a 30-day window reflects drinking behavior representative of longer pretreatment intervals, at least for more seriously impaired alcoholics. Significantly more days of heavy drinking were reported during the 30-day than during the 181-360-day interval when data were adiusted for opportunity to drink. Technically, for both groups the 30-day interval presented a negatively biased view of subiects' pretreatment drinking which would result in positively biased treatment outcome conclusions. However, Figure 2 likely to underreport such events. These findings demonstrate that methods of evaluating treatment outcome should be tailored to the population under study and that conclusions should be qualified according to characteristics of the population investigated.
